The purpose of the study was to identify circumstances of death, disease states, and sociodemographic characteristics associated with premature natural and drug-related deaths among 25-59 year olds. The study also aimed to address the paucity of research on personal, community-based, and societal factors contributing to premature death. A population-based retrospective chart review of medical examiner deaths within a highly populated and ethnically diverse county [in Texas] was undertaken to identify individuals dying prematurely and circumstances surrounding cause of death [in 2013]. The sample data (n = 1282) allowed for analysis of decedent demographic variables as well as community characteristics. Descriptive statistics, multivariable logistic regression, and geospatial analyses were used to test for associations between the type of death (natural or drug-related) and demographics, circumstances of death, disease types and community characteristics. Census tract data were used to determine community characteristics. Highly clustered premature deaths were concentrated in areas with low income and under-educated population characteristics. Two-thirds of decedents whose death were due to disease had not seen a healthcare provider 30 days before death despite recent illness manifestations. Opioids were found in 187 (50.5%) of the drug-related deaths, with 92.5% of deaths by opioids occurring in combination with other substances. The study findings went beyond the cause of death to identify circumstances surrounding death, which present a more comprehensive picture of the decedent disease states and external circumstances. In turn, these findings may influence the initiation of interventions for medically underserved and impoverished communities.
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Introduction
Within the United States (U.S.), premature deaths are rising, driven by both natural diseases and other circumstances, including drug-related causes [1] . Main causes of death are known and reported annually [2] . For the past few decades, multiple studies have identified the importance of characteristics that contribute to mortality other than traditional medical care, e.g., income, education, occupational status, social class [3] [4] [5] [6] [7] [8] [9] [10] [11] . Many of these previous studies have been ecological in design, i.e., characteristics of individuals have been related to death rates within the group aggregate. This study provides a different perspective; we describe the characteristics associated with premature deaths of individuals from natural and drug-related causes.
Premature deaths are commonly defined as deaths that occur before an expected mortality age (e.g., 75 years) [1, 12] . Research generally focuses on specific causes of premature death (e.g., cardiac disease, cancer, unintentional deaths) [13, 14] . However, the current study expands investigations on the causes of premature death including personal and communitybased characteristics associated with the cause of death; the disease state, which is defined as the overall picture of the interrelationship of demographics, economic aspects of the geographical locale of death, and societal characteristics; and sociodemographic and community characteristics, which include deaths occurring in medically-underserved areas (MUA).
The medicolegal death investigation (MLDI) system routinely investigates unexpected deaths. The MLDI system takes jurisdiction when decedents do not have a healthcare provider or known medical history, the death occurred at home, the death was unwitnessed, and the circumstances surrounding death suggest the death was non-natural [15] . Accordingly, individuals who die prematurely and unexpectedly from natural causes are within MLDI jurisdiction. Medicolegal death investigations typically include acquiring information related to medical history, scene or home observations, family interviews, and autopsy results (including drug history, inventory, and postmortem analysis). This information provides a database for investigating circumstances surrounding death (CD), disease state (DS), and community characteristics (CC).
To organize the large amount of data available from MLDI records, the research team utilized the Socio-Ecological Model (SEM) [16] , which allows for the description of variables influencing premature deaths in terms of individual, interpersonal, organizational, and community characteristics (Table 1) . In this study, individual characteristics relate to cause and manner of death, circumstances of death, and individual characteristics (such as use of drugs, tobacco, and alcohol); interpersonal characteristics relate to status markers, such as unemployment, homelessness, and marital status; organizational characteristics refer to access to or documented visit to a healthcare provider; and community characteristics are those obtained from the 2013 American Community Survey 5-year data at the block group level [17] .
In 1986, the Centers for Disease Control and Prevention (CDC) used years of potential life lost (YPLL) as a measure to report on premature mortality [18] . The use of YPLL provides a quantitative measure that assigns more weight to deaths occurring unexpectedly at younger ages than at older ages. Therefore, YPLL is included as a study variable at the individual level that falls within the CD and DS domains. Geocoding and mapping are operational aspects within the community level of the SEM that permit visualizing communities where premature deaths are clustered.
Between 2000 and 2015, premature deaths due to drug overdose increased 137%, thus making drug toxicity a chief contributor to premature deaths [11] . For the present study, because comparable data were available for drug-related deaths and for natural deaths, a sample of premature drug-related deaths served as a comparison group. Premature natural death refers to deaths of individuals aged 25-59 years of age due solely to the effects of disease. Premature drug-related death refers to deaths of individuals aged 25-59 years of age attributed to drug toxicity (e.g., prescription drugs, illicit drugs, alcohol, drug combinations). In some instances, drug combinations represented an overdose of prescribed medications; in other instances, these were deaths from non-prescribed (i.e., illicit) substances for which no appropriate "dose" existed.
Purpose of the study
We conducted a study using MLDI records from a highly populated county in the south central U.S. to identify circumstances of death; disease; and sociodemographic and community characteristics associated with premature natural and drug-related causes of death. Data were organized in terms of individual, interpersonal, organizational, and community characteristics to aid in presentation and interpretation. The aims of the study were: (1) to describe the distribution of premature deaths attributed to natural or drug-related causes by demographics, YPLL, interpersonal variables (e.g., living alone, homelessness) and known use of medical care; (2) to examine the likelihood of death from natural causes compared to drug-related causes in relation to individual, interpersonal, organizational, and community characteristics; and (3) to identify where premature deaths occurred within the study county in order to examine premature deaths in relation to community sociodemographic characteristics.
The study was designed to identify circumstances that contributed to premature death and included personal and community characteristics that might have affected risk of death. Prior literature suggests that community characteristics contribute to the risk of prematurely dying [19] . Therefore, an attempt was made to identify personal and community aspects that may affect risk of premature death. 
Methods and materials
The study was a retrospective, comparative study using both decedent-related and population variables to determine circumstances surrounding the cause of death. Data were retrieved from MLDI charts located at the Harris County Institute of Forensic Sciences, which has death investigation jurisdiction over Harris County and serves the nation's fourth largest city. The decedent charts included autopsy findings of routine death investigations. We compared two groups, i.e., deaths from natural causes and from drug-related causes, which allowed for comparison of deaths in terms of individual, interpersonal, organizational, and community aspects (Socio-Ecological Model) and identification of the geographic area where premature deaths were clustered. Approval for the study was obtained from the Harris County Institute of Forensic Science Center Medical Examiner office and The University of Texas Health Science Center at Houston Institutional Review Board. Variables were extracted, coded, and deidentified. Identifiers were coded only for data analysis purposes.
Sample and setting
The sample was comprised of 1,282 adults, 25 to 59 years of age, who died from natural causes (natural deaths, n = 912) or drug-related causes (drug-related deaths, n = 370) within a largely populated and ethnically diverse county in calendar year 2013 (Fig 1) . The deaths reviewed were within the authority of the MLDI.
We focused on individuals aged 25-59 years of age in an effort to eliminate the youngest and oldest decedents, because deaths in the younger population are more frequently due to traumatic accident or homicide while deaths in the older population are often from known or expected causes [20] . In 2013, MLDI records included 1,668 deaths from natural causes, of which 5.6% (n = 93) occurred in individuals under 25 years of age and 39.7% (n = 663) occurred in individuals over 59 years of age. Thus, the remaining 54.7% (n = 912) were within the age range of this study (25-59 years) . Of the 523 deaths identified as drug-related deaths, 15.6% (n = 82) occurred in those less than 25 years of age and 13.5% (n = 71) occurred among those over 59 years of age. The remaining 70.8% (n = 370) met the age criterion.
The setting was Harris County, an area of almost 2,000 square miles with an ethnically diverse population of over 4 million residents. The largest city, Houston, had a population greater than 2 million people located over 600 square miles. According to 2016 U.S. Census population estimates for Harris County, the estimated county-level racial/ethnic composition was 42.4% Hispanic, 30.4% White, 19.7% Black, and 7.2% Asian [21] .
Data collection
The investigators developed a standardized procedure for retrieving data from MLDI records. The form for data retrieval contained 47 items relating to decedent demographic and community characteristics, antemortem health history, circumstances surrounding death, and postmortem findings. Responses were recorded as Yes, No, or Unknown (e.g., "Lived alone?"), direct data input (e.g., date of birth), or retrieved information (e.g., cause of death). For content validity purposes, four forensic experts reviewed the form. The codes used for both cause of death and underlying cause of death were the 2013 International Classification of Diseases Codes (ICD-10) [22] . Data for the community characteristics domain were ascertained from 2009-2013 American Community Survey (ACS) 5-year census tract data [17] . Characteristics of the population at the census tract or block group level pertained to those aged 25-59 whenever possible.
Procedure
Forensic nurse specialists and undergraduate student nurses trained to use the data retrieval tool abstracted data from decedent's records on-site at the Medical Examiner's office. The training consisted of a step-by-step abstraction of actual cases, followed by independent abstraction of two deaths: one natural and one drug-related. A team of five individuals, including the PI, met weekly to abstract cases. For every 100 cases, 10% of the records were randomly selected for assessment of inter-rater reliability (IRR) of coding. The IRR for use of the tool was 90%. Subsequent IRRs per 10 of 100 cases ranged from 70% to 100%. When the IRR of coding fell below 90%, data were recoded and retraining occurred.
Data management and analyses
Premature death data. Data were recorded and managed using an electronic data capture system, REDCap (Research Electronic Data Capture), hosted by the PI's university. Statistical analyses were conducted using IBM SPSS Statistics (version 22.0). Descriptive statistics presented an overview of sample characteristics (e.g., demographics, circumstances of death, disease states) and chi-square or Kruskal-Wallis tests were used to assess significance. The variables for height; weight; body mass index (BMI); pathology; cause and contributing cause of death; and manner of death were derived from autopsy reports, while other items were based on details from scene investigations and recorded interviews with next of kin or others. The YPLL was calculated based upon 2013 life expectancy by sex, with females at 81.2 years of age and males at 76.4 years of age [23] . Cause and contributing causes of death were categorized based upon ICD-10 indexes.
Multivariable logistic regression analysis was performed to differentiate those characteristics significantly associated with drug-related deaths compared with natural deaths; odds ratio, 95% confidence interval, and P-value were calculated. When using G � Power to calculate the effect size of two-tailed odds ratio with sample size of 1,282 and categorical predictors with a 0.80 power at the 0.05 alpha level, the significant odds ratio should be lower than 0.69 or higher than 1.44. Independent variables included the individual, interpersonal, and organizational characteristics listed in Table 1 . Variables with unknown values exceeding 20% (e.g., unemployment status) or those with no variability (100% or 0% in one of the groups, e.g., disabled in the drug related group) were excluded from analysis. Variables for the model were selected by backward elimination with p < .05 for entry and p � .10 for removal. First, all independent variables were entered, then the nonsignificant variables were eliminated one at a time in order to retain those that were significant while controlling for all other variables in the model. In the final model, odd ratios with 95% confidence intervals were adjusted for other variables in the model [24] .
Community-based data. Community area designations of geographic locale of both natural deaths and drug-related deaths were geocoded based on the address of where decedents were found (place of death in the case of scene deaths, or place where transported from in the case of hospital deaths) as well as their reported residential address. To accomplish population mapping, the home or resident addresses were geocoded to x and y coordinates (longitude and latitude) using three locator files and ArcMap 10.5.1. Addresses that could not be geocoded after the initial runs were manually corrected. The majority of errors were due to misspelling of street names and improper entries in the variable fields. Cases with less than 85% accuracy were removed from the analytical data set.
The original premature death data set contained 1,282 cases (Fig 1) . For the geospatial analysis, 34 cases were removed due to incomplete or unknown addresses. This resulted in 1,248 cases available for analysis. As part of the initial geospatial analysis, 96 more cases were removed from the analytical data set because residential addresses were outside the set county boundaries. Of the remaining 1,152 cases, 816 were natural deaths and 336 were drug-related (Fig 1) . Both the single and dual kernel density analyses were conducted using CrimeStat 4.02 [25, 26] . Spatial distribution of premature deaths was accomplished using both single and dual kernel density estimation to generalize incident locations for an entire area and describe clusters in relation to an underlying at-risk [27] .
In this study, the case file of premature deaths is the primary file for the single kernel density estimate and serves as the numerator for the dual kernel density interpolation. The secondary file, or denominator file, was developed from the U.S. Census Bureau's 2009-2013 5-year American Community Survey (ACS) data file [17] . The total population count of ages 25 to 59 at the block group level of geography was the denominator value. The centroid of each block group, designated by longitude and latitude, was used to provide the location of each point for the denominator file. Tracts used to develop community characteristics were selected if they fell completely or partially within the high-risk areas. Percentages were developed from the summed counts. Median household income was determined using a proportional estimation method based on number of households in each census tract. A Gini coefficient (an index of income inequality) was calculated, but because the Gini coefficient is computed from reported household income, it cannot be disaggregated by age. The Gini index ranges from 0.0 to 1.0, with 0.0 indicative of perfect equality and 1.0 indicative of perfect inequality [25] .
Results
The sample data set was comprised of 1,282 premature deaths from natural (n = 912) or drugrelated (n = 370) causes. The individual-related characteristics studied are presented in the model depiction (Table 1) .
Sample characteristics
Sample descriptive statistics for the natural and drug-related deaths are shown in Table 2 . Also presented are statistical differences between the two groups.
Individual characteristics. Of the total sample (n = 1,282), 51.6% (n = 661) was white and 67.5% was male (n = 865). The mean age of natural deaths was higher (u = 48.5, SD = 8.5) than the mean age for drug-related deaths (u = 44.2, SD = 9.8). For natural deaths (n = 912), the YPLL ranged from 17.4 years to 56.2 years, with a mean of 29.3 years (SD = 8.94). For drugrelated deaths (n = 370), the YPLL was higher than for natural deaths, with a mean of 34.1 years (SD = 9.88). In a subset analysis of YPLL, the mean (33.6 years, SD = 9.19) of females of natural death (n = 269) was lower than the mean (36.1 years, SD = 9.58) of females from drugrelated deaths (n = 148). Similarly, the mean YPLL (27.5 years, SD = 8.22) of males of natural death was lower than the mean (32.8 years, SD = 9.86) of males of drug-related deaths. In comparison to natural deaths, a larger proportion of individuals from drug-related deaths reported current alcohol usage (68.4%, n = 253 versus 48.4%, n = 441), current tobacco usage (58.6%, n = 217 versus 42.1%, n = 384) and current substance usage (88.1%, n = 326 versus 21.5%, n = 196). Of the 912 natural deaths, 58.4% (n = 533) had a history of recent illness.
Interpersonal characteristics. Of the total sample, 68.3%, (n = 876) were single. In comparison with the natural deaths, a higher number of individuals from drug-related deaths (30.9%, n = 282 versus 36.2%, n = 134) were unemployed. In comparison with the natural deaths, a lower number of individuals from drug-related deaths (10.8%, n = 40 versus 13.2%, n = 120) were found in a decomposed condition.
Organizational characteristics. Of the total sample, 48.9% (n = 627) had a healthcare provider; a larger proportion of drug-related deaths compared with those with natural deaths (50.8%, n = 188 versus 48.1%, n = 439) had a healthcare provider. In the total sample, (29.4%, n = 377) had visited a healthcare provider within the last 30 days before death. In comparison with the natural deaths, a lower number of individuals from drug-related deaths (27.6%, n = 102 versus 30.2%, n = 275) had visited a healthcare provider within the last 30 days.
Variables associated with drug-related versus premature natural deaths. Results of multivariable logistic regression with cause of premature death (drug-related versus natural) as the dependent variables are presented in Table 3 (R-square = 0.546). Higher value of years of potential life lost was associated with higher odds of drug-related death (OR = 1.04, 95% CI = 1.02-1.06, P value < .001) while controlling for all other variables in the model. Blacks had lower odds of drug-related death than whites (OR = 0.45, 95% CI = 0.30-0.67, P value < .001); married people had higher odds than single (OR = 1.77, 95% CI = 1.16-2.70, P value = .01). With regard to alcohol and substance use, current alcohol use increased the odds of drugrelated death (OR = 1.82, 95% CI = 1.25-2.64, P value = .002), and odds were significantly higher for those with current substance use compared without current substance use (OR = 25.10, 95% CI = 16.65-37.85, P value < .001). Odds of drug-related deaths were lower for individuals with a history of recent illness (OR = 0.50, 95% CI = 0.35-0.74, P value < .001). The odds of drug-related death compared with natural death were higher for those with cause or contributing cause of death the same as antemortem diagnosis (OR = 1.99, 95% CI = 1.31-3.03, P value = .001). The overall significance of Hosmer-Lemeshow goodness of fit of the final model was 0.814, with classification rate 83.1% (premature natural death predicted correctness 87.5%, drug related death predicted correctness 72.2%) [28] . Cause of death Natural deaths. In relation to the primary causes of death, diseases of the circulatory system were the most frequent cause of premature natural deaths (62.3%, n = 568). The next most common causes were diseases of the digestive system (6.9%, n = 63); endocrine, metabolic and nutritional diseases (6.6%, n = 57); and diseases of the respiratory system (5.7%, n = 52). Of the 912 natural deaths, 36% (n = 324) included a contributing cause of death. Diseases of endocrine, nutritional and metabolic diseases, including obesity, were the most frequent (57.4%, n = 186). The next most common contributing causes were diseases of circulatory system (12.3%, n = 40), respiratory (12.0%, n = 39), and mental behavioral disorder, including chronic substance abuse (7.1%, n = 23). Additionally, these three causes (circulatory, respiratory, mental behavior disorder) occurred in various combinations (4.6%, n = 15). In terms of recent illness manifestation, 51.1% (n = 466) were classified as general symptoms, such as fatigue and headache, although for 30.9% (n = 281), recent illness manifestations were unknown. Recent illness manifestations for the remaining deaths were as follows: gastrointestinal or digestive, 10.7% (n = 98); cardiac, 5.2% (n = 47); musculoskeletal, 1.1% (n = 10); and neurological, 1.0% (n = 9).
The association between cause of death and recent illness manifestations was significant (p < .001). Circulatory deaths were associated with general and cardiac illness manifestations. Digestive as well as endocrine causes of death were associated with gastrointestinal or digestive manifestations. Respiratory system causes of death tended to have general or unknown illness manifestations.
Drug-related deaths. Of the drug-related deaths, 90.5% (n = 335) were classified as accidental and 9.5% (n = 35) as suicide. The substance descriptions for drug-related causes of death are shown in Table 4 , which was organized not only by the type of drug (illicit, prescription, alcohol or over-the-counter) but also by the specific drugs within each category type.
According to toxicology results, cocaine accounted for the highest number of deaths due to a single substance (28.4%, n = 105). Opioids were found in 187 (50.5%) of the deaths, with 92.5% of deaths by opioids occurring in combination with other substances. Although benzodiazepines were not found as a single cause of death, this class of drugs was found in combination with other substances (33%, n = 122), as were antidepressants (27.3%, n = 101) and antipsychotics (27.3%, n = 101). Both prescription strength and over-the-counter antihistamines were found in combination with other substances (14.3%, n = 53). Acute alcohol toxicity accounted for 20 deaths (5.4%), and alcohol was found in an additional 83 (22.4%) deaths combined with other substances. Overthe-counter medications were observed at toxic levels in 30 (8.1%) deaths.
Geospatial analysis and community characteristics
The dataset, after removal for incomplete data, unknown values, or out-of-area addresses, contained 1,152 deaths for geospatial analysis. Natural deaths were 70.8% of all deaths (n = 816) and drug-related deaths were 29.2% of all deaths (n = 336).
The results of the dual kernel density estimation for the natural deaths are shown in Fig 2 . This map shows the ratio of densities, where the numerators are the incident events (set of point locations) of premature natural deaths and the denominator is the block-group age-associated population. The three areas highlighted in darkest gray are where the risk for premature natural deaths is highest. Two urban areas central to the city are highlighted. An area of concentration in the eastern part of the county includes a heavily industrial city with a population approximately 72,000. Although natural deaths clustered in 3 distinct areas, the denominator of where they clustered varied; for the numerators, Area 1 (North Central), had 52 natural death events, Area 2 (South) had 29 events, and Area 3 (East) had 34 events. In total, the 115 deaths included in these clusters represent 14.1% of the natural deaths in the sample. Premature natural and drug-related deaths Selected community characteristics of the three areas of premature natural death clusters are presented in Table 5 . A difference in neighborhood characteristics among the three areas was that Areas 1 (North Central) and 2 (South) had a higher minority population (> 90%) than Area 3 (East) (59%). In relation to state and local averages, all three areas had a larger population without a high school diploma or equivalent, with Area 1 having the highest (39% vs. state average of 18%); higher unemployment rate, with Area 2 having the highest (19% versus state average of 8%); lower median household income, with Area 1 having the lowest ($28,000 versus state average of $52,000); and a greater percent of people in poverty, with Area 1 having the highest (35% versus state average of 17.5%).
The drug-related dual density map is shown in Fig 3. Whereas drug-related cases clustered in two distinct areas, the denominators of the clustering varied. The numerators were Area 1 with 40 drug-related events and Area 2 with 13 events. Three areas were excluded because they had fewer than five cases. In total, the 53 events in the two areas included clusters representing 15.8% of the drug-related deaths.
Selected community characteristics of the two areas with clustering of drug-related deaths are presented in Table 6 . The percentage of minority population was lower for Area 1 (North Premature natural and drug-related deaths Central) (72.4%) than for Area 2 (South) (93.9%), and both areas were higher in minority population than the state average (57.4%). The education level (percent without high school diploma or equivalent) was lower for area 2 (21.5% versus 29.3%) and levels for both areas were higher than the state average (18.1%).
In comparison with natural deaths, the median household income was higher for clusters of drug-related deaths, and unemployment rate was lower. The highest poverty rate (34.9% versus state average of 18.5%) across the drug-related and natural deaths was for Area 1 for clusters of natural deaths. In terms of Gini coefficients, income inequality was highest for the drug-related group in Area 1.
To gain a preliminary picture of where premature natural deaths clustered in relation to medically-underserved areas, a third analysis was conducted. Based on the dual kernel density results for the premature natural deaths, 53 of the 66 Census tracts that comprise high clusters are designated as MUAs, as shown in 
Discussion
To our knowledge, this is the first study to investigate local level differences in two growing trends of premature deaths, that of natural pathology and drug-related causes [29, 30] . Although several previous studies have highlighted the growing trend of increasing "midlife" mortality [14, [31] [32] , these reports capture mainly death certificate information and fail to address detailed circumstances. Other studies provided geographical distributions of drugrelated and cause specific mortality over large areas; however, these reports do not provide specific individual, interpersonal, organizational, or community level details [33, 34] . In contrast, the current study presents analysis of detailed death investigation data for individual premature deaths that may translate into data-driven policy and technology interventions to reduce premature deaths at community levels.
In terms of drug-related versus natural deaths, whites had a higher percentage of drugrelated deaths, the age group was slightly younger, substance abuse of alcohol and tobacco were higher, and individuals were less likely to have seen a healthcare provider within 30 days of death. In addition, community population socio-demographics were similar for both groups Premature natural and drug-related deaths and were characterized by low income and under-education as well as relatively high Gini coefficients (at midpoint between 0 and 1), indicative of relative income inequality. These findings support previous studies regarding income inequality and increased mortality [3, [35] [36] [37] . Approximately half of decedents did not have a known healthcare provider and less than a third of decedents sought medical help within 30 days of dying. This suggests that either there were limited healthcare resources available or the individuals, when living, did not comprehend or comply with medical directives or did not have the resources to do so. This lends credence to the premise that there are wide differences in the burden of disease, especially on the state level as shown in a seminal 2018 study [38] [39] . In other words, life expectancy could depend largely on where you live [40] .
Having expanded knowledge of individual, interpersonal, organizational, and communitybased aspects of circumstances surrounding the cause of death provides information toward devising strategies to reduce premature mortality. Efforts to make population-based information available should take priority if effective policies are to be developed toward achieving desirable outcomes. Premature natural and drug-related deaths
Premature natural deaths
Some 62.3% of the premature natural deaths were attributed to diseases of the circulatory system (e.g. atherosclerosis, hypertension, strokes, abdominal aortic aneurisms, heart attacks). These are similar findings to causes of natural death at the U.S. national level [13] . These individuals may have had long term and cumulative exposure to risk factors or contributory lifestyles habits, whether due to socioeconomic and cultural aspects or personal choice, that combined with lack of medical access, potentially contributed to premature mortality [3] [4] [5] [6] [7] [8] [9] [10] .
However, regardless of the disease state, the disease itself had manifestations. Were these manifestations being ignored, simply accepted, or misunderstood? Two thirds of the individuals did not seek medical help within 30 days of dying, which brings up the question of what was different, or common, between those who did and did not seek help. From the data abstracted from MLDI files, it appears that those with recent illness within 30 days before death experienced symptoms commonly aligned with their antemortem diagnosis. Even so, medical help often was not sought. These results align with a recent study that found middle aged adults often had chest pain and dyspnea up to 4 weeks preceding a sudden cardiac arrest [41] .
Of those who had manifestations and visited a healthcare provider (30.2%) within 30 days of death, questions are raised regarding the need for deeper assessment as to the possibility of misdiagnosis or worsening of disease that required new interventions. A report in 2015 addressed the urgency of decreasing missed diagnosis as a priority for improving patient outcomes [42] . Additionally, it is unknown if other social behavioral aspects contributed to overlooking the worsening of disease, e.g., poverty and lifestyle habits of tobacco use, unhealthy diet, lack of exercise coupled with undereducation [7, [31] [32] .
Of additional clinical interest, social isolation may be an influencing factor in individuals not seeking healthcare before symptoms worsen. [43] Two-thirds of the decedents were single, and one-third lived alone. Did social isolation-and its accompanying manifestations of apathy, depression, and fatigue-play a role in why so many with disease manifestations did not regularly seek medical help? Our results showed that being married was associated with lower odds of natural death compared with those who were single.
Drug-related deaths
In the current study, whites had 2.22 times higher odds of drug death than Blacks. Findings that drug-related deaths are more prevalent among whites are in keeping with recent literature. For instance, a study of mortality rates in the U.S. between 1999 and 2013 found an increase in mortality among middle-aged white men and women, a change that essentially reversed mortality rates [31] . The trends were that death rates decreased over time for Black and Hispanic groups while rates for whites increased over time, especially for those with less education [7, [31] [32] . In another study, results also noted that whites are increasingly dying from opioids [30] . In addition, the author noted that areas where drug-related deaths occurred corresponded with communities in which residents had lower levels of educational attainment [7, 37] .
In efforts to address public health concerns of the current substance abuse epidemic, there is a need for additional information on drug-related death certificates. The medical examiner's setting in which this study occurred routinely provides detailed drug information within the cause of death section versus a blanket statement of drug overdose. Simply stating "drug overdose" was an omission noted in a previously published study [44] . Specifically, the author indicated that death certificates are not sufficient to address upstream initiatives. For example, the current study found that opioids alone accounted for a small percentage of drug-related deaths. In actuality, many of the drug-related deaths involving opioids occurred in combination with other drug substances, especially benzodiazepines [45] [46] . Whereas opioids alone accounted for less than 8% of deaths, opioids in combination with other substances accounted for 92.5% deaths.
Years of potential life lost
The average years of potential life lost due to premature drug deaths was highest for females, i.e., 34.5 YPLL. The current study results support other studies indicating that young females are dying at higher rates from opioids [14, 12, 37] . Also, the lowest YPLL average (27.5 years) was for males dying of natural causes. These findings support a study that addressed the growing concern of young men dying prematurely from treatable diseases [47] . Since YPLL calculations are based on life expectancy, and the life expectancy of males at their time of death was almost 5 years less than that of females, it is not unusual to find lower YPLL values for men. Significant differences of means were found between groups. Individuals who died from drugrelated causes had higher YPLLs than individuals dying prematurely from natural causes. What was not answered in the study was the individual's perceived abilities, health literacy, or actual ability to carry out chronic disease self-management interventions. On the other hand, it is likely that some percentage of premature deaths were preventable.
Limitations of this study include the cross-sectional design and the inclusion of deaths only over a one-year period within one county. Further study incorporating similar data in other counties and in subsequent years would allow for inferences about geographic differences and time trends. Furthermore, this sample was limited to deaths in the county that were under the jurisdiction of the medical examiner's office. This subsample represents the more underserved segment of the population and findings cannot be generalized to all deaths. Another limitation was the use of aggregate data at the census tract level from the American Community Survey, which is known to have relatively high margins of error [48] . For these small areas of analysis only 5-year estimates are available and it is acknowledged that these are relatively noisy data. Nevertheless, this source of error had relatively little impact on our overall results in that these estimates were used only in the geospatial analysis to describe areas in which there were clusters of natural and drug-related deaths.
Recommendations for future studies
Although the degree of preventability (i.e., being able to diagnose, manage, or treat the disease) was not ascertained in the present study, the question still exists and should be examined in future studies. The CDC has reported that up to 40% of premature deaths are preventable [13] and 2018 State Health Score Cards noted a marked increase in treatable deaths, both nationally and in two-thirds of the states [49] . To this end, the implications for this present study may translate into data driven interventions, policy, and technology innovations to reduce premature deaths at community levels. Further research should include large sample size populationbased studies that address relevant questions and identify barriers to access if effective initiatives are to be devised and implemented.
A comparison of the maps depicting areas of premature deaths (Figs 1 and 2 ) with the MUA map (Fig 3) shows overlap with areas of premature death. Ascertaining the extent of this overlap for both natural and drug-related deaths should be a priority in future populationbased studies. Given the similarity of community characteristics among MUAs and areas of premature death, the notion remains that medical resources were limited and that lack of access, combined with community-based aspects of low income and educational levels, were contributing factors to dying prematurely [50] .
Conclusion
This study went beyond typical studies of cause of death and provided detailed information concerning circumstances of death, disease states, and community resources of those dying prematurely. Descriptive and mapped data presented a more comprehensive picture of the disease state, especially for individuals dying prematurely in low income areas with limited medical access. The information gained in the current study should be used to inform public health initiatives for addressing the goal of reducing premature deaths by 40% in 2030, i.e., the UN sustainable development goal for health [51] . The findings have potential to propel additional research on community-based healthcare in areas of vulnerable communities where there is a high risk of dying prematurely. This, in turn, could impact providers of healthcare services, as community-based programs may be necessary to fill identified gaps in service. In particular, community-based interventions specific to patterns of health behaviors or diseases could be implemented within identified high-risk communities.
